Asthma Notes – Follow-Up Assessment

Patient Name: __________________________Date:____________  Chart Number:___________
What are your needs and questions for today?

	

	

	

	

	

	


1. Since last visit:
a. Has the patient’s asthma been any worse?


No____  Yes ____ 

b. Has the patient had any times when his/her symptoms 



were a lot worse than usual? 



No____  Yes ____

c. Has asthma caused the patient to miss school or 

or reduce activities? 




No____  Yes ____ # of days:____

d. Has the patient’s medicines caused him/her  any problems?


(shakiness, nervousness, bad taste, sore throat)

No____  Yes ____

e. Has the patient had any emergency room or hospital 

visits due to asthma?




No____  Yes ____ # of days:____

f. Has the cost of the patiet’s asthma treatment kept 

him/her from getting the medicine or care he/she needs?
No____  Yes ____

2.  In the past 2 weeks:
      a.   Has the patient had a cough, wheezing , shortness of breath or chest tightness: 

· In the early morning?


No____  Yes ____ # of days per wk: ____

· That awakened him/her at night?
No____  Yes ____ # of days per wk: ____

· When he/she exercise or play? 
No____  Yes ____ # of days per wk: ____

b. Does the patient perform peak flow readings at home?

  No____  Yes ____

c. (If the patient uses a peak flow meter) Did the patient’s

       peak flow go below 80 percent of his/her personal best?

   No____  Yes ____

d. How many days has the patient used his/her inhaled 

            quick-relief medicine?





    _______________

e. Is the patient satisfied with the way that his/her

asthma has been?  






    No____  Yes ____
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